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For similar reasons I should like to see the Colleges grant exemption from the primary Fellowship to those who had obtained a higher university degree by thesis.
We have no adequate criterion by which to assess practical clinical ability. In a planned programme such as I have suggested, detailed reports could be made on each trainee by all his teachers at all stages of his development, and these would be available for final assessment at the end of the training period. I do not know the best system of assessment but, whatever examinations and tests we apply, let us ensure that they promote true education and training in both the science and the craft of surgery. Dr William P Longmnre jr (University ofCalifornia, Los Angeles, School of Medicine, Department ofSurgery, Los Angeles, California 90024, USA) Of the 282,000 licensed physicians in the United States, 26,300 are registered as general surgeons. Of those registered as general surgeons, 5,878 (22%) are residents in training in the 6,726 approved residency positions offered by the 693 approved residency programmes. From this figure not only might one be justified in concluding that we are training a large number of surgeons in America for the future, but it is also fair to assume that these residents are providing a considerable portion of the available surgical care in America.
A realistic appraisal of medical education in America at the beginning of this century as presented in the Flexner Report (1910) makes shocking reading today, and undoubtedly crystallized a deep concern which had been expressed in many quarters at that time concerning the deplorable state of medical education in America. Even in that citadel of higher learning, Harvard, President Eliott stated: 'Harvard Medical School had no examination for admission and no standard of preliminary education. Anybody could walk into it from the street and many did walk in who could barely read and write'.
At the turn of the century there were approximately 180 medical schools in the United States; now, with twice the population to serve, there are only 86. Only about half of the states requested evidence of a medical degree for a licence to practise medicine at that time. This state of affairsof mass production of poorly equipped physiciansalthough it was permitted to survive long beyond its stage of usefulness, was not totally without rational concept when viewed in proper perspective as to time and place. Hundreds of almost totally isolated communities were developing over the eastern outposts, the vast expanse of America's midwestern plains, and into the far west. Medical facilities, hospitals and the like, were totally absent and, with the exception of attending to trauma and childbirth, there was little to the treatment of disease.
Henry J Bigelow (1871) in his comments on medical education in America in 1871 said:
'It has often occurred to me, that, if steam power should be substituted on common roads for horsepower, collisions would be of hourly occurrence. It is as often the beast as the driver that turns out. I hold, that, as a rule, outside of surgery, and other surface work, it is the disease that turns for better or for worse and not the physician that turns it'.
The Flexner Report in 1910 headed the drive to improve our medical schools. Many were discontinued or amalgamated, others were brought closer to a parent university, and strengthened in regard to faculty and facilities.
Attention was then turned to improving postgraduate or specialty training. As one looks backward, two factors seem to have played a most important role in the development of surgical education and training in America. First, the establishment of the surgical training programme at the Johns Hopkins Hospital by William S Halsted, the first in America to provide a prolonged period of intensive hospital surgical training in an environment which stimulated thoughtful analysis and original contribution, a training period which has served as the prototype for the American surgical residency programme. The second has been the development of the surgical boards.
The Board of Ophthalmology founded in 1920 was the first specialty board in America. The stimulus for the foundation of the American Board of Surgery was provided by a Canadian, Dr Edward W Archibald, Professor of Surgery at McGill University, in his presidential address before the American Surgical Society (Archibald 1935) . He pointed out 'the need for the education of the surgically ambitious to a greater sense of personal responsibility, in fact of conscience, so that they will be unwilling to undertake the grave responsibilities of major surgery without adequate training. There is also a definite need for the provision of greater facilities for the acquirement of Section ofSurgery that training.... The means of providing the country [United States] with surgeons of the ideal stamp are to be found in the establishment of a Board of Examiners who hold these ideals, and also by a wide and better system of utilizing the outstanding hospital services throughout the country'.
The American Board of Surgery, since its founding in 1937, has had a twofold purpose:
(1) To conduct examinations of eligible candidates who seek certification by the Board. (2) To improve the opportunities for the training of surgeons. At the time the American Board of Surgery was founded, the American College of Surgeons required one year of internship and two years as a surgical assistant, or an apprenticeship of equivalent value. The Society of University Surgeons at the time of its founding in 1938 listed only ten acceptable training programmes in America.
Since the founding of the Board in 1937 and the impetus given the stature of all boards by the recognition afforded their diplomates by the Armed Forces during World War II, the Board has had a great influence on surgery in America.
The Board is composed of representatives from the American College of Surgeons, the Section on Surgery of the American Medical Association, the American Surgical Association, the Society of University Surgeons and five regional surgical societies. Each member is elected for a period of six years and is ineligible for re-election.
The review of surgical training programmes is conducted by a tripartite committee with representatives from the American Board of Surgery, the American College of Surgeons, and the Council on Medical Education of the AMA. Each new programme is reviewed by a full-time evaluator and presented to the committee for consideration. Each established programme is resurveyed every three years. In reality, it is this committee, or its counterpart in other fields, which regulates the number of certified specialists available for practice in America. Their control of the number of approved residency programmes and individual residency positions determines the number of approved specialists who enter practice each year. A recent survey by the American College of Surgeons suggests that there may have been an over-production of approved general surgeons for a time; however, reliable information of this type for the entire country has thus far been impossible to obtain.
The Conference Committee on Graduate Education in Surgery recognizes two types of programmes. The Type II programme is designed to give three years of clinical surgery training, no part of which may be in any other field, such as pathology or research. The three years of hospital training must then be followed by two additional years in a preceptorship under an approved preceptor. Upon the satisfactory completion of this five-year programme the candidates are eligible for examination by the American Board of Surgery. These Type II programmes are generally presented in medium-sized private or community hospitals without university affiliation. The Type I programme is generally presented in university or university-affiliated hospitals, or in municipal or private hospitals in which there are adequate facilities and space and an interested and qualified staff to conduct a training programme. All Type I programmes are approved for four or more years. One year may be spent outside the field of surgery.
Efforts are being made in many of our programmes to devote the first two years of the programme to a rotation through a variety of the major surgical specialties and to have all trainees, regardless of their future field of specialization, go through this same basic twoyear programme. It has even been suggested, but is still far from implementation, that a single basic surgical examination might be given residents in all surgical fields at the end of this two-year period, to be followed with a part II examination at the completion of training in their selected specialty.
Every effort is made to increase the degree of responsibility and independent action of the resident in a progressive manner each year during the training period, so that during the final year of his training he, as chief or senior resident, will be capable of assuming the responsibility of making or confirming the diagnosis, selecting and performing the operation and managing the patient's post-operative course. Supervision is provided by having an experienced surgeon readily available for consultation and by reviewing the progress of all patients on the resident's service at regular intervals.
The majority of training programmes in university or university-affiliated programmes, are five or more years in duration, a few as long as nine years. Almost all of these programmes include six months or one year, or more, of laboratory investigative work.
The residency review committee has never indicated a set number of training beds to be assigned per senior resident or a required number of operations that a senior resident should perform. The variation in types of hospitals and patients as well as the spectra of diseases encountered make it difficult to establish hard and fast rules. The review committee wishes assurance from the information provided by the hospital, by the staff evaluator and in questionable cases by a surgeon of standing from 50 another community, that the resident's experience covers such areas as head and neck, breast, thorax, abdomen, extremities, gynecological and urological systems, and rectum, as well as fractures, trauma and plastic and minor procedures; and that the trainee has had sufficient volume and variety of experience in these areas to enable him to conduct an independent surgical practice that was safe, reliable, knowledgeable and technically proficient.
Each year approximately 1,200 candidates take part I of the American Board of Surgery examination. In 1964 the failure rate in the part I or basic science examination was 24-4% and 15-7y% for part IL.
The failure rate of candidates trained in Type II programmes has always been considerably higher than those trained in Type I programmes (Child 1965) .
The Institute for General Medical Sciences of the National Institutes of Health is now initiating a most interesting programme which will provide support to departments that have received approval for a training programme for surgical scientists. This programme will provide premium support for a carefully selected resident to enter an extended training and educational programme at about the time of the completion of the first year of his residency programme. He would then spend approximately three years in fields of science completely removed from surgery, where it would be hoped that he would perfect skills, knowledge and techniques in basic science disciplines that he might bring back to apply to problems in clinical surgery. During the remainder of his three to five years in clinical surgical training he would continue clinical investigations. He would also receive support for a period of approximately three years after completing the training programme to continue a programme of independent investigation and clinical surgery and to establish himself in an academic environment.
This programme would not interfere with the other residents enrolled in the regular residency programme. This surgical scientist programme attempts to recognize the vastly complex and sophisticated techniques that are available and required in scientific investigation today. It will provide a means of preparing qualified trainees to bring these techniques to bear on pertinent surgical problems.
The Coggeshall Report to the Executive Council of the Association of American Medical Colleges (1965) makes a noteworthy statement in the section headed: V. The Future Development of the Association of American Medical Colleges. To quote:
'Universities are moving in the direction of increased awareness of their obligations to society as well as to individuals. For these reasons and many others, the professional aspects of education for health and medical sciences should be regarded as an essential function and a fully integrated component of university organization, with decreasing dependence upon or control by organized professions and their related associations. As a corollary to all the above, it is recommended that the Association of American Medical Colleges undertake to be a more effective spokesman and that its philosophy and objectives be spread across the land. No other group can speak as authoritatively for the needs and goals of physician education.'
The suggestion that the universities assume full responsibility for postgraduate education has not kindled enthusiasm in the minds of medical specialists in America but it is a concept that has provoked wide discussion.
Mr Nevilie Stidolph (Whittington Hospital, London)
Professor Welbourn has dealt with the content of the training of the young surgeon, and I shall discuss the organization, which can be considered under four headings: (1) When the training begins and ends. (2) The type of training we desire.
(3) The problem of the overseas student. (4) What is needed to implement our ideas.
In all English-speaking countries of the Commonwealth the responsibility for the training of surgeons is vested in the Royal Colleges, of England, Edinburgh, Glasgow, Ireland, Canada and Australasia. Their concept of surgery may be called British Surgery and I think it represents a standard not bettered anywhere in the world, technically and ethically. For this reason I believe our training should be available to all the developing countries and we should attract their students here by any possible means; unfortunately these means are outside the scope of this discussion, but are at last receiving attention at high levels.
